At first sight this may seem a trivial topic to investigate since healthy patients are in and out of the chair very quickly. After all, little time is required to confirm that they are still healthy, remove a little calculus with a polish, and perhaps make some bitewing radiographs. This is intellectually and technically rather mundane work Ð so why should we concern ourselves with this topic? One reason is that dentists are earning a higher proportion of their total income from healthy people than from those requiring operative intervention, and this trend is likely to continue.
1 The six-monthly check-up is therefore financially very important to a dentist. Nevertheless, serious doubt was expressed as long as 25 years ago by Sheiham over the scientific validity of the six-month recall interval for healthy patients.
2 Later studies have supported longer intervals somewhere between 12 and 24 months.
3 If, however, fewer visits to the dentist save patients money and their health is not affected, how can dentists embrace EBD and make a living? The answer is, by directing health care changes in such a way that both dentists and patients benefit. How can extending the examination interval, reducing the annual visits from two to one, possible benefit a dentist? By accepting more patients to fill the vacant appointments and employing three hygienists for every dentist. Two of the hygienists could manage the healthy individuals and the third could manage those patients who have oral disease. Using a spreadsheet model it is possible to predict how a dentist's pool of patients and income might change. Assuming that the dentist keeps their chair-side hours unchanged, 5 minutes is spent with each recall patient and that the hygienists work 7 h/day then the following is predicted for a US dentist:
1. the total number of individual patients seen per year (patients not patient visits) should increase from approximately 1100 to 5000 for all categories of care, 2. there would be 18 recall patients per day occupying 90 minutes of dentist time, 3. the gross income from the two hygienists and the dentist 90 minutes per day would equal the normal fulltime income of the dentist and a parttime hygienist in a conventional practice setting, and 4. the gross income of the three hygienists and the dentist full-time would be double the normal practice income since it is the efficient use of auxiliaries that is responsible for the extra income.
The increase by a factor of five of the patient population managed per dentist has some very important implications for predicting workforce size. If 20% of dentists adopt the suggested utilisation of auxiliaries and manage five times as many patients as conventional practices, a reduced number of dentists may be needed.
In conclusion, EBD recommendations for improving clinical outcomes will be of little use without the recognition by clinicians of the need for change.
Dentists cannot be expected to welcome reorganisation of their practices unless there are significant benefits for them in terms of income and improved care or reduced costs for patients. Researchers need to investigate the likelihood of clinicians accepting new EBD protocols linked to realistic changes in their practice environments and improvements in income. 
